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Standard Operating Procedure 


Subject: Discharge Process for Medical Shelter Sites 


1. Introduction 
The purpose of this Standard Operating Procedure (SOP) is to provide an outline 
to case management staff to effectively discharge guests staying at Medical 
Sheltering Program 


2. Procedure 

1. A case management staff member and clinical staff member will complete 
client intake, which includes reviewing program goals, expectations, and 
onsite resources, as well as completing the required intake documentation 
on HMIS. 

2. Assess housing and homeless history, CES status, current and past 
mental health symptoms and behaviors, and any risk/protective factors 
that will support their stay in the program and exit from the program 

i. Case Manager will: 
1. Conduct a bio-psycho-social assessment 
2. Conduct risk and safety assessments, such as Suicide 
assessment or homicidal assessment 
3. Conduct Mental Status Exam and refer to DMH when 
needed 
. Conduct substance use disorder and withdrawal screenings 
. Conduct Mental Health symptom and behavior assessment 
. Use problem-solving to determine if there is family or friends 
that are willing to house the client 


ous 


. Immediately develop and execute a collaborate plan for discharge from 

the medical shelter beginning at time of intake. Collaborate with DMH, 

DHS, and CES to ensure all clients have an effective discharge plan. 

Ensure all onsite staff are aware of and participating in the discharge plan. 
i. Case Manager will: 

1. Use mental health and physical health assessment to 
determine most appropriate level of care and best interim 
housing bed referral pathways 

2. Actas a liaison with referring party, hospital social workers, 
Bridge Housing providers and Outreach workers. 

. Complete needed assessments and referrals at the beginning of stay. 

i. Complete Recuperative application 

ii. Complete Interim Housing Placement application 

iii. Complete Higher Level of Care application 

iv. Conduct VI-SPDAT and enter in HMIS 

v. Coordinate with HMIS Point-of-Contacts, Bridge Housing Provider, 
Housing Navigation Provider, family/friends, SUD provider, or 
referring sources to coordinate transition in and out of medical 
shelter 

vi. Support with basic case management, such as linkages to other 
temporary housing, needed documents and connections to basic 
needs 

. Provide daily phone check-ins and support coordination of care among 

service providers 

. Coordinate discharge date with clinical team and complete written 

discharge plan with resource information to provide to client at exit 

. Clinical team will provide education and collaborate with client on a 

medical care plan for any ongoing physical health issues 

. Confirm discharge time and location with the planned discharge location 

the day before planned arrival 

. lf applicable, clinical team will provide wound care and/or prescribed 

medication on day of discharge 


10.Provide transportation for the client using Lyft or BLS transport to planned 


discharge location 
i. If problem-solving has been successful, but the client’s friend or 
family member lives outside of LA County, Case Management will: 
1. Submit a Host Commitment Form (3895) to LAHSA 
2. Submit a Reunification Request Form (1095) to LAHSA 
3. Case Management will purchase a train ticket, bus ticket or 
plane ticket to discharge location 


3. Types of Higher Levels of Care 
1. Acute Care 

o Acute care is the most intensive level of care during which a patient is 
treated for a brief but severe episode of illness, for conditions that are the 
result of disease or trauma, and/or during recovery from surgery. Acute care 
is generally provided in a hospital by a variety of clinical personnel. 

2. Long Term Acute Care (LTAC)/ Long Term Care Hospitals (LTCH) 

o According to Centers for Medicare and Medicaid Services, Long Term Acute 
Care Hospitals (LTAC)-Long-Term Care Hospitals (LTCHs) are certified as acute 
care hospitals, but LTCHs focus on patients who, on average, stay more than 
25 days. Many of the patients in LTCHs are transferred there from an 
intensive or critical care unit. LTCHs specialize in treating patients who may 
have more than one serious condition, butwho may improve with time and 
care, and return home. Services provided in LTCHs typically include 
comprehensive rehabilitation, respiratory therapy, head trauma treatment, 
and pain management. 

3. Sub-Acute Care/Transitional Care 

o Subacute care is a level of care for a patient who does not require hospital 
acute care, but who requires more intensive skilled nursing care, therapy and 
physician services than is provided to the majority of patients in a skilled 
nursing facility. 

4. Inpatient Rehabilitation 

o Inpatient Rehabilitation Hospitals provide intense, multidisciplinary therapy 
to patients with a functional loss. To qualify for this level of care, patients 
must be able to tolerate a minimum of 3 hours of therapy per day, 5 to 7 
days a week. 

5. Skilled Nursing Facility (SNF) 

o SNF’s offer 24-hour skilled nursing and personal care. They also have 
rehabilitation services. Patients must be medically stable to qualify for SNF 
level of care. They must also have a need that must be performed by a 
skilled, licensed professional daily. Examples are complex wound care and 
rehabilitation when a patient cannot tolerate 3 hours of therapy a day. 

6. Intermediate Care 

o Intermediate care is a level of care for patients who require more assistance 
than custodial care, and may require nursing supervision, but do not have a 
true skilled need. Most insurance companies do not cover intermediate care. 

7. Home Health Care 

o Home health care provides intermittent skilled care to patients in their 
home. Skilled nursing, physical therapy, occupational therapy, speech 
therapy and medical social worker visits are services that home health 
agencies provide. For a patient to qualify for home health, they must be 
deemed homebound. To qualify as homebound, the patient must be unable 
to leave their home or it would require great effort to leave. 


8. Hospice Care 
o Hospice provides end of life care to patients with a terminal illness and 


supports their families. To qualify for hospice care a physician must 
document that if the disease follows its normal course of progression, the 
patients life expectancy is 6 months or less. Hospice care can be provided in 
the patients home, in the hospital or in a freestanding hospice facility. 
9. Custodial Care 

o Custodial care assists with personal and home care, such as ADL’s and IADL’s. 
This level does not require the services of a skilled or licensed provider. 
Custodial care can take place in the home, a SNF, or an assisted living facility 
among other places. Medical insurance does not cover this level of care. 


